This study examined attitudes and practices with respect to retirement in a senior group of surgeons. The authors studied the extent of planning for retirement and factors that should determine withdrawal from performing operations.
Federal law now prohibits mandatory retirement or casionally, a surgeon will fail to recognize or accept the withdrawal of operating privileges based on age. Most effects of aging, adding risk to patients and to his or her surgeons recognize the physiological limitations of ad-reputation. This failure may be because of impaired invancing age and adjust their work load accordingly. Oc-sight, perceived financial need, or an inability to find ac- ceptable alternative professional or personal activities.' An additional potential problem in a group practice or academic department is the financial support of a surgeon who does not operate and the effect of that position on subsequent recruitment. To explore attitudes and practices in these areas, a written questionnaire was sent to the active and senior membership of the American Surgical Association.
METHODS
The questionnaire ( Fig. 1) Table 3 . In addition, criteria that were identified in response to question 4 were coded as staff observations, mortality and morbidity data, or other such factors (e.g., chart review, specialty board).
Responses to question 5 concerning plans for retirement were classified as no plan, minimal plan, defined plan, or already retired. For the question of timing of retirement, the responses were classified according to age or a specified event. The question concerning elimination of mandatory retirement proved to be confusing because of the negative wording, and therefore, the responses were expanded to include coding for ambiguous as well as a good or bad idea. Although it was not possible to code the anecdotal information provided, the sentiments were understood and appreciated. Data forms were coded by two associates using a comprehensive coding dictionary. Classification of questionable responses was determined by the junior author. Univariate analysis was completed using Systat 5.2 for the MacIntosh. Sub- 
RESULTS
The high level of response to the questionnaire (75%) is unusual and suggests widespread interest in the topic. All but six respondents indicated their ages, and only 48 (7%) were less than 50 years of age. There were 191 respondents (29%) in the range of 50 to 60 years, 232 between age 60 and 70 years (35%), and 182 (28%) were older than 70 years of age. Reflecting this senior age distribution, only 57% were performing operations at their customary level, 13% were performing operations at a reduced level, and 30% reported that they were not operating. The relationship between age and operative activity is shown in Table 4 . The largest decline in operative work load occurs between ages 60 and 70 years; however, only 17% reported stopping completely, whereas 82% of those older than 70 years of age have stopped operating. Almost 10% of those older than 70 years maintain their customary operative work load, and 18% operate at either a full or reduced level. In the entire group who reported working at their customary level, 40% were older than 60 years of age.
More than 50% of respondents (333) failed to answer question 2 concerning plans after cessation of operating (Table 5 ). As expected, responses increased with advanced age, and 72% of those older than 70 years of age indicated plans or current activities that were predominantly medically related. Of those older than 60 years, 77% planned to continue some type of medical activity, whereas 38% did not respond. Of the total respondents, 76% planned or had medically related activities, 18% planned or had other activities, and 6% reported a combination. Those who identified medicine as their retirement professional activity cited administration, teaching, and writing or research either alone or in combination in 92% (225/245). Among those favoring nonmedical activities, the majority identified recreation, business, or community service as the type of activity. On the issue of withdrawing operating privileges, the majority believed that it should include peer review (454/633, 72%) or onset of disability, whereas only 11% believed that age should be the sole determinant (Fig. 2) . A variety of combinations of factors also were suggested. Opinions favoring peer review alone or in combination with disability were stronger in the youngest group (64%) compared with the three older groups (50%,54%, and (Fig. 3) . Only 37% identified criteria to be used in the peer review process. Most commonly cited were mortality and morbidity data (27%), staff observations (23%), and other (23%).
The extent of planning for retirement varied considerably by age group. In the 46 responders age 40 to 50 years, only 3 (6.5%) had a defined plan; 80% had no plan (Table 6) . With advancing age, there was some evidence ofplanning, but 62% ofthose 50 to 60 years ofage, 35.5% of those 60 to 70 years of age, and 12% of those older than 70 years had no plan (Fig. 4) . In the total group, only 17% had a well-defined plan, whereas 39% of those older than 60 years of age had no expressed plans. it assesses mental functions that use the limbic system to learn, store, and retrieve information. The battery also tests attention, language, calculation, visuospatial operations, and reasoning by 21 subtests sampling 16 cognitive domains. In a study of 1002 physicians, it showed a progressive decline with age for both physician and controls and a more rapid decline after age 65 years (Fig. 5) . The most dramatic declines occur in verbal memory, reasoning, and visuospatial ability. But not all aptitudes follow the decline because attention seems to be sustained at all age levels, and numeric skills are lost slowly until about the age of 75 years. The ACF battery has not been applied to surgeons, and there is obvious need for longitudinal and cross-sectional studies. However, if such a battery is found to correlate with the performance of aging surgeons, it could be used to support the surgeon who wishes to continue operating and it could identify surgeons who might pose a risk to their patients.
Some surgeons plan and achieve a successful retirement from operating while continuing to contribute to medicine by teaching, research, writing, and administrative careers. Others are equally successful in community service, business, or recreational pursuits. They have managed to overcome the tendency described by Deckert' for surgeons to identify themselves by what they do rather than who they are as persons. They also demonstrate a willingness to change, the cultivation ofother interests and skills, and the planning that ensures an orderly transition and a successful outcome. The 39% of respondents older than 60 years who have no plans can only hope that illness or injury does not force such a decision on them abruptly. The lack ofretirement planning is not unusual for physicians, however. In a similar survey of physicians in Canada whose average age was 71 years, 65% had no plans for retirement.4
The end of mandatory retirement is viewed favorably by the majority of respondents, and it should allow for appropriate prolongation of successful surgical careers. But it should not become a source of potential harm to patients. The damage that can be inflicted is significant as described by Thorwald in his book The Dismissal, which describes the tragic end of the career of Sauerbruch.6 Many patients died before the fear of him and of harming his reputation was overcome. Currently, we still are more likely to deal expeditiously with the surgeon impaired by drugs or alcohol than by age. Using this approach, however, is appropriate and the booklet on the subject of impaired physicians by the American College of Surgeons is a useful guide.7 It seems clear that we need to develop more positive attitudes toward retirement and develop methods of objective evaluation ofperformance that alert surgeons to their own response to aging.8 Such a discreet and objective evaluation certainly would be preferable to placing patients and surgeons at risk after mental or physical problems arise. Armed with objective evidence ofpresent ability, both surgeons and society can make sound decisions regarding the next chapter of a productive career. DR. BEN EISEMAN (Denver, Colorado): Dr. Greenfield raises the problem of surgeons who refuse to stop operating when for their own and their patients' sake everyone knows that they should.
My comments will concern the opposite side of the retirement problem: Surgeons who with their financial tenure choose to stop operating prematurely. Recent changes in legal constraints and health care practice patterns have sponsored an increasing number of surgeons in various types of group practice who stop operating at an early age and thus throw a financial burden on the organization for which they work in paying a salary or retirement benefit far beyond the income they produce.
In the past most surgeons were in solo practice and their retirement benefits were their own concern. However, with increasing frequency of group practice, responsibility for retirement income is shifted to the partners who continue to provide the group funds from which retirement and salary income is derived. It is now evident that this pattern is expanding rapidly. Many ifnot most Surgeons in the US are in some way members of a group practice, a clinic, an HMO, a Managed Care Group or an academic department which has some sort of retirement benefits most ofwhich include financial tenure.
Unless the level of retirement support is somehow linked to income production there is a common threat of a mismatch between the tenured income claimed as an entitlement and income produced. An alarming number of organizations are facing serious financial challenge by just such an unexpected pattern.
Unfortunately, the increasing hassle of administrative demands of clinical practice makes such early retirement much more common. When a previously dignified profession is equated with no more than another business or trade by the public, such early retirement will be inevitable.
Organizations faced with this problem are taking refuge in the "Golden Parachutes" used by industry in meeting this problem, and everyone is tightening up contractual guarantees of retirement benefits, keying them to continued income production up to a suitable retirement age. This is one of the many unpleasant realities of health care
reform which permeates our current surgical practice environ- 
